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2. EXECUTIVE SUMMARY 


| 21 This study is instituted by The Task Force on Health, Government of Karnataka, 
to study if any anomalies in the Organization structure and present reporting system in 
“the hierarchy of the Dept. of Health & Family Welfare Exist and the possible ways of 
_addressing them and improve system to face the challenges posed by the external 


| environment of the day to deliver quality health services with equity. 


| 2.2 M/S. AF. Ferguson & Co. (AFF) has been assigned the task to study the above 
mentioned tasks and also the possible work areas or the essential job descriptions, of the 
2 unique positions in the organization. This part of the report forms the Volume I (Review 


| of Organization Structure) of the report. 


2.3. The methodology has been a qualitative approach of data collection and 
discussions with various people involved in the system. The key issues addressed in the 


process of study are: 
¢ Increase focus on Promotive and Preventive Health (Public Health) 
e Equal promotional avenues for Clinical staff 
¢ Increase the morale of the people working in the system 


¢ Increase the accountability of the personnel on the performance of the 


system 


e Bring all round development in the state in the aréa of Health care to remove 


regional disparities 


e Identify the key training areas required for keeping the technical personnel 
abreast with contemporary knowledge and thus contribute for the success of 


the department 


2.4 The key issues observed during the study are : 


icc] andlin 
e Very wide span of control for DHS / commissioner, to the extent of h g 
the national and state health programs directly 


* More importance to the stream of Public Health personnel during certain 
period, thus providing more promotional avenues for personnel with DPH 


qualification 


e Improper division of functions to Public Health specialization people and the 


clinical people has lead to skewed promotional avenues. 


Subsequently, after having brought both Public Health (both preventive & 
promotive) and Medical (curative / clinical) into the same stream, the 


importance for public health has taken a back seat. 


The reliance on clinical personnel on carrying out the public health programs 


leading to dilution of both clinical and public health activities 


Improper coordination among the main department and the EAPs, leading to 


duplication of certain activities, 


e Dual reporting at which the administrative reporting has taken more 


importance 


e Reporting to peer groups for lack of promotional posts at certain levels in the 


hierarchy leading to lack of authority in such posts. 
* Neglected North Karnataka region 
e Redundant DID position 
* Lack of Health directed leadership from ZP 


¢ Imperative need for clearly defined job roles at all levels 


All the above issues are looked at Primarily from the structure point of view and 


are addressed accordingly. The key recommendations are given as below: 


¢ Bifurcate the Directorate of Health services of the Department of Health & 
Family Welfare into two basic functions of Clinical & Curative health (Medical) 


and Preventive & Promotive health (Public Health) and merge all the activities 


accordingly to these functions. 


¢ Have a common entry point at PHC level for all cadres and divide into Medical 
and Public Health from Taluka level hospital onwards or from the Primary 


Health Centre itself as suggested by Jungalwalla Committee report if’ mid 
seventies 


¢ Personnel to be sent to specialisation courses depending on the requirement 


of the department 


° Have lateral entry for the specialist cadre if found imminent. However, the 


option of hiring external doctors on contractual basis can also be considered. 


¢ Enhance the capabilities of the planning wing to work on the issues of short- 


term and long-term avenues / strategies for the organization 


e All the future External aided Projects under the control of 
Commissioner/DGHS, with a Director as head of EAP and thus converting the 
Projects into programmes mode to be executed by the relevant functionaries 


in the department itself 


e Emphasis for the NGO participation in the activities of the health Dept. esp. 
related to Promotion and Preventive Health. To have a Nodal Officer/ 
Consultant on Advisor in the NGO Partnership Cell in DHS who will coordinate 
all the enquiry’s, execution and monitoring of NGO activities through a single 


window at the DHS. 


> 


A separate cell for all procurement, maintenance and construction activities” 


part of the Directorate of Health which follows the World Bank Aided KHSE 


norms 


Create an autonomous institute in form of State Institute of health & Fam 


Welfare (SIHFW) and provide all inputs to manage it independently. 


To create mechanisms to improve capacity building by induction trainin 
retraining in clinical skills at periodic intervals, management training for | 
Administrative posts, create incentive mechanisms, increase pay scale 
motivational programs at regular intervals, reward outstanding workefs ar 
provide proper - infrastructure both at the health institution and offic 


residence. 


3. INTRODUCTION 


> 


3a A.F.Ferguson & Co. = MCS division (AFF) have been retained by Karnataka Health 
Systems Development Project (KHSDP) to review the Structure and functions of the 


Health & Family Welfare Department and to design of job responsibilities for 
offices/posts in the said Department. 


4 Vo Tie Sey 
3.2 Karnataka State has had an impressive record of development and has indeed’ 
been a pioneer in public health development. The present basic structure which has 


evolved from the system in vogue in the Princely state of Mysore, has been remarkAble 


for its approach to primary health care. 


3.3 The planned focus of the health department has eroded over the years leading to 


the following key concerns of the department : 
e Neglect of public health 
e — Distortion in Primary Health care implementation 
e Poor Governance 
e Human Resources Development Inadequately addressed 
; Lack of integration of Externally Aided projects with the mainstream 


3.4 A need was felt to bring about higher emphasis in public health care and resolve 
the key issues outlined for effective implementation of National Health programmes. 
Health care and public health thus being one of the thrust areas for development and 
improvement, the Government of Karnataka has considered the need for review of the 


current state of Health System so as to ensure ‘Health for all’ with equity and quality. 


5.9 In order to propose measures to improve the public health care systems. in the 
State of Karnataka, the Department of Health Services and Family Welfare (DHS) has set 
uj a Task Force, consisting of eminent persons in various fields, which will examine the 


issties Involved and propose measures which could be adopted by the Government. 


36 In this regard, the Task Force has conducted a preliminary study and present 
2 interim report dealing mainly with short-term recommendations, which can — 
implemented within a period of 6 months. It has also identified areas of concern, whi 
can be accomplished in the medium and long term. The Task Force invited AFF f 
consultation in review of structure and functions and design of job responsibilities f 


offices/posts in the Health & Family Welfare Department. 


Y (OVS hee cs 


3.7. The Terms of Reference (ToR) for the study is as follows : 


e To collate the available job descriptions and related information from yario 


offices visited and submit the same to the task force 


¢« To review the present structure and functions of offices in the Health 


Family Welfare Department 


¢ To determine improvements/changes and to design job responsibilities f 


various posts of Health & Family Welfare Services 


Sore | ee 


a8 The scope of work for the study covered : 
e Collation of Information 


- Collection & submission of existing job descriptions and relate 
information from the various offices visited. These will subsequently | 
collated and submitted to the Task Force. 


e Review of Structure 


- Understanding existing organisation structure and reporting rclationshi| 
of the directorate 


Reviewing the authority-financial and administrative powers for tl 
various posts and suggesting changes to facilitate transaction processing 


Review of existing cadres and identification of new cadres/levels such - 
vigilance cell, selection posts etc and redundant positions 


Re-organisation of staffing pattern to facilitate equitable distribution 
work in line with seniority, span of control, job responsibilities. 


- Redefining Job Roles wherever applicable 


Delorimning the need for review of procedures 


¢ Defining Job Responsibilities 


Identifying the key qualifications and experience required for various 
posts defined in the structure recommended 


Determining the key result areas of these posts 


Defining the job roles and activities to be performed by the personnel 
manning the post 


Determining the training requirements in line with the job roles envisaged, 
the requisite qualifications for training, whether they should be cadre 
options (clinical/public health) etc. 


Identification of working hours, Stay In quarters and volume of work (if 
applicable) 
4 
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Sb ererndorouy 


a0 The study commenced in first week of October, 2000 and the AFF’s team visited 


the Directorate of Health Services (DHS) and had discussions with the Commissioner, 


Director, various Additional Directors (ADs), Divisional Joint Director, District Health 


Officers, District Surgeons Joint Directors (JDs), covering their responsibilities, reporting 


relationships, operational constraints etc. In addition we met various officers of the 
Primary Health Centre (PHC), Community Health Centre (CHC), Sub-Centres, Taluk 


Hospital, District hospitals for both rural and urban areas. Table 1.1 provides list of 


officers/offices visited. 


Table 1.1 


Area Bangalore Rural Gulbarga Rural 
Category 
Sub-Centre Shanmangla 
PHC Bidadi Malkhed 
ieee | Magadi ___| Mudhol ek! 
orate Ramanagara / Sedam | 

Taluk Hosp Channapatna 
District Hosp Mysore (ED Hospital) Gulbarga 

General Hospital, 

Jayanagar, Bangalore | 
DHO Bangalore Rural Gulbarga, Mysore _| 


Tou hing Hospital | KRiospital, Mysore 


3:10 The study involved detailed discussions with the above members and the Task 


Force members covering various aspects of the study. Focused group discussions were 


held with the Task Force and DHS and also representatives of KGMO for confirmation of 


observations. Our observations and recommendations are provided in two volumes 


covering : 


-e Volume I 


e VolumelIl : 


Review of Organization Structure 


Detailed Job Responsibilities JS 


3.11 This report (Volume I) covers the following : 


e Section 3 
e Section 4 
« Sections 
¢ Section 6 
« - Section. 7 


e Section 8 


e Section 9 


Introduction 

Review of Organisation Structure and Job roles 
Proposed Organisation Structure 

Review of Cadre rules 

Re-alignment of staffing patterns 

Observations on Need for Procedure Review 


Recommendations and Conclusion 


10 


4. REVIEW OF ORGANISATION STRUCTURE AND JOB ROLES 


4] This chapter covers briefly the existing and proposed activities of the Department 
of Health, Government of Karnataka (GoK) followed by a review of the organisation 
structure and job roles of key functions. This chapter will conclude with the 


recommended top organisation structure for the DHS, GoK and its salient features. 


4.2 The Department of Health is responsible for providing health care services in 
Karnataka. The major programmes undertaken and services provided by the department 


are: 
e Primary Health Care 
* RCH programmes (family welfare and related programmes) 


¢ Various National programmes for prevention and control of Vector Borne 


diseases such as Malaria, Filaria etc, Leprosy, Tuberculosis (TB) and Blindness 
e Prevention and control of communicable and diarrheas diseases 
e Clinical services (Curative Services) 
e Immunization programmes — Universal programs of Immunization 
e Nutrition programmes — Nutrition education and demonstration 
e Health education and training programmes 
e School health programmes and educational and environmental! sanitation 
e« Laboratory services 
4.5 The above health services are provided through a network of 
e Sub — Centres 8143 


e Primary health centres (PHCs) ; 1670 


Primary Health Units 583 


Community Health Centres (CHCs) 249 


e Taluk, Teaching, Specialised, 
General/Maternity and District Hospitals ; 177 
+ Source Annual report of Department of Health & Family Welfare, 1999-2000 


4.4 The above institutions are determined by the facilities provided in terms of 


number of beds. Pi 


4.5 With the objective of direct involvement of people in health care, the ‘Panchayat 
Ray’, introduced in Karnataka in 1983, a number of schemes were transferred from the 
state level to the district Ievel under the Zilla Parishad(ZP), effective from April 18, 1987. 


Thus the responsibility of management of Taluk Hospitals downwards is under the ZP. 


4.6 The Department of Health and family welfare is headed by the Principal Secretary 
(PS) — Health who reports to the Minister of Health and Family Welfare. The PS — Health 


covers the following areas : 
e Autonomous Institutes 
e Indian Systems of Medicine 
: Directorate of Health and Family Welfare Services(DHEWS) 
e Drug controller 
e Externally Aided Projects 
* Deputy Secretaries (Secretariat) 


4 The present top structure of the Department of Health and Family Welfare is 


provided in Exhibit 4.5 


4.8 The DHFW activities and the Organisation structure review is presented under the 


tollowing Categorization: 
e Externally Aided Projects (EAP) 
¢ Indian Systems of Medicine 
¢ Directorate of Health and Family Welfare Services (DHFWS) 
e Divisional Level 


e District Level , 


tbe ded Proiectrs (EAP 


4.9 The Department of Health has created independent, separate cells for the 
externally aided projects with each Project Director reporting to the Principal Secretary - 


Health. The ongoing EAPs under the Department of Health (DHFW) are : 


e IPP IX - This is being implemented in the state of Karnataka since 1994 with the 
assistance from Government of India and World Bank. The specific objective of the 
project is to implement a programme sustainable at village level to reduce crude 
birth rate, infant mortality rate and maternal mortality rate and increase couple 
protection rate to reach the national targets. IPP-IX carries out following functions 


for achieving the set objectives of the project. 


- To involve the community in promoting and delivery of family welfare 
services. 


- To strengthen the delivery of services by providing 
- Equipment kit and supplies to TBAs, subcentres and PHCs 


- Make ANMs at subcentre mobile by providing loans for purchase of 
two wheelers. 


- Building of subcentres with provision of residential accommodation for 
ANMs 


- Building for Primary Health Centres 


- Residential quarters for Medical Officers. 


Improve the quality of services by providing training to personnel, official 
and non-olficial at various levels including TBAs, Community leaders and 
voluntary agencies. 

Strengthen monitoring and evaluation by developing and installing MIES 
from District to State level. 

The IPP-IX has implemented Civil components in 17 districts of the state 
and IEC and Training components in all the districts. 


The organization structure of IPP IX is showed in exhibit 4.1 


e IPP VIII - This was launched during 1994-95 to cover the Banga 


Metropolitan Area with financial aid from the World Bank under Family 


Welfare (Urban Slums) Project. The main objectives of this project are: 


Deliver family welfare, maternal and child healthcare services to the urban 
poor and to promote safe motherhood and child survival 


Reduce fertility rate among eligible couples, promote consciousness 
against early marriage of the daughters 


Promote male participation in family planning with a view to reduce the 
burden on women 


Create awareness of personal hygiene and to maintain a_ better 
environment for prevention of diseases 


Non-formal education and vocational training for women to help them in 
self-employment 


Promote female education 


This project completes its life period by June, 2001 and all of its present activities 
were planned to be shifted to the Bangalore Mahanagar Palike which manages 


the hygienic conditions in the slums in the Capital. 


The organization structure of IPP VIII is showed in exhibit 4.2 
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AIDS Society of Karnataka - This is a 100% centre sponsored scheme 


under the guidelines of National AIDS Control Organization, Ministry of Health 
and Family Welfare, Government of India, as the national AIDS Control 
Programme in Karnataka. The Present Phase — II of the AIDS Control Project 
is Officially launched during December — 1999, for a period of five yeas (from 


1999 to 2004). The objectives of Phase — II of AIDS Control! Project are: 


- Reduce the spread of HIV infection in Karnataka State 


- Strengthen Karnataka State's Capacity to respond to HIV/AIDS on long 
term basis. 
4 


- 
4 


This project has many officers deputed from the Department of Health & 
Family Welfare and a hand-in-hand working is required among all the relevant 
functionaries for effectively combating the AIDS. The organization structure 


of Karnataka AIDS society is showed in exhibit 4.3 


Karnataka Health Systems Development Project (KHSDP): The 
Karnataka Health Systems Development Project (KHSDP) is a World Bank 
aided project setup in 1996 with a project base of Rs. 546 Crores spread over 
a period of 6 years to improve the secondary level of health care in 


Karnataka. KHSDP has been setup with the following objectives: 


- Improvement in the performance and quality of health care services at 
the district and sub-district and sub-district level of the health care system 


- Narrowing the current coverage gaps by facilitating access to health care 
delivery, and 


- Achievement of better efficiency in the allocation and use of health 
resources 


The project components and sub-components are : 


Management Development and Institutional Strengthening: 


- Improving the institutional framework for policy Development 
- Strengthening management and implementation capacity; and 


P ; , , | j » Heredia, 
Developing stuvedanee Capacity for tiajor Communicable ai 


Improving Service Quality, Access and Effectiveness 


Extending/ renovating Community, Taluka and District hospitals 


Upgrading their clinical effectiveness 
Improving referral mechanism and linkage with primary and tertiary lev 


and 
Improving access and equity to disadvantaged sections 


The following functions are being carried out for achieving the objectives 

the project: 

- Civil Works: The project is working for renovation and expansion of © 
Community Hospitals, 104 Sub- Divisional Hospitals and 21 Sistr 
Hospitals 

- Procurement: The project undertaking procurement of Medical and oth 
equipment, Vehicles and Medicines. 


- Training: Project is also working towards the training of doctors 
different specialties, Pharmacists, Technicians and Nurses. 


The organization structure of KHSDP is showed in exhibit 4.4 
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The Reproductive & Child Health Programme (RCH) funded by World Bank is being 


carricd out by the Department itself and so also the Blindness Control programmes 


funded by Danida. 


Siw ih Fee ATIC momeopathy (fSi4H 


4.10. ISMH is rendering medical relief to the public in Ayurveda, Unani Naturopathy 
Siddha and Homeopathy systems of Medicine and regulates Medical Education, Drugs 
‘manufacture and practice of medicine in these systems. 


oe The Director of ISMH is independent of Directorate of Health Services. The 
current study being focused on the working and reorganization of Directorate of Health 


Services, the details of the ISMH are not covered in this report. 


fo ile of dealth and Family Welfare Services (DHFWS) 


4:12 : The key activities performed at the Directorate summarized below are : 


¢ Planning: 


- Scrutiny of planned proposals at pre-budget Stage before submission to 
Secretariate 
« Budgeting: 
- Scrutiny of budget proposals and release of budget to all 


schemes/institutions under DHS 


e Accounting and Finance: 


- Consolidation of statement of Expenditure received from various 
institutions 


- Reconciliation with Accountant General’s records 


- Countersignature of DC and NDC bills drawn by Government Medical 
Stores (GMS) and Public health institutions 


« Payroll and Personnel 


Programme Monitoring and Implementation: 


Monitoring of National and state level health programs 
Assessing community needs regularly and ensuring their addressal 


through different hospitals. 
Curative preventive and promotive health programmes through its 
network of PHC’s, CHC’s, Taluk, subdivision & District hospitals 


- Purchases and Stocks : 

Procurement of all drugs and equipment (except that for TB, Malaria and 
Leprosy) by GMS 

Requisition and obtain drugs for TB, Malaria and Leprosy fro 
Government of India 


- Participating in finalisation of rate contracts 
4 


- Supply and distribution of drugs, instruments and surgical equipment to 
institutions under its control and contraceptives and Family Welfare drugs 
throughout the state. 


4.13. The DHFW is headed by the Commissioner who reports to the Principal Secretary 
(Health). The present top organization structure of DHFW is given in Exhibit 4.5 


4.14 The post of Commissioner, Department of Health & Family Welfare Services (held 
by an IAS officer) was created during 1997-98 for effective delivery of health services 
both preventive and curative to the people of the state. All the functions related to DHS 


apart from the ones managed by different projects are routed through Commissioner. 


4.15 The health care service delivery network for the state of Karnataka is grouped 


under four divisions namely, 


e Bangalore 


e Mysore 
e Belgaum 
° Gulbarga 


4.16 The Divisional Joint Director (DJD) is the officer in-charge for Health and Family 


Welfare Services for each of the above divisions. The key activities of the DJD are: 


20) 


re 


Technical quidance fee 7 
al guidance to district level authorities in implementation of Health 


and Family Welfare programmes 


Monitor the performance of hospitals of more than 100 beds, which are not 
being managed by any District Surgeon or not a teaching hospital 

Inspection of various schemes in Health and Family Welfare sectors being 
implemented by the district authorities 


Countersignature of DC Bills and NDC bills of district hospitals and other 


Specialised hospitals f 


- 


The organisation structure at the divisional level is given in Exhibit 4.6 


back 


41.18 The District Health and Family Welfare Officer (DHO) is the head of the 


department at the district level and functions at the Zilla Parishad as posted by the State 


Government. He is responsible for the implementation of the health programs of the 


district both to the Zilla Parishad and the Directorate. 


4.19 


The key activities at the District level are : 


Implementation of national programmes at the primary and secondary level 


of healthcare delivery system 


Health education to the public on the various health Programmes Conducted 


by the DHFW 


Planning and implementation of various health programmes (preventive and 
promotive) through community needs assessment approach and also based 


on guidelines issued by Government of India and State Department of Health 


& Family Welfare 


Provision of curative services at the various health centres and hospitals 


under the DHFW 
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4. 514 The notable observations arrived at after detailed discussions with key persor 


‘of oo of health and members of Task Force and analysis of the organisa 


‘structure e given below : 


4.22 The DHFW is a complex Health service set-up with key activities 
administration, public health care and clinical health care having high differentiation | 
specialization 


4 
4.23. Such set-ups require limited span of control especially at the top for optim 


supervision and functioning. However, the Director of Health and Family Welfare has 
functional personnel including 3 Additional Directors and 10 Joint Directors dire 


reporting to him, thereby having a wide span of control. 


ive VS Preventive 


‘1.24 The role of public health programmes is designed to be primarily focussed on 
preventive and promotive aspects wherein a need has been determined for impro\ 
the basic health of the society and prevention of illness. However, it has been obser 
that there is more emphasis on the curative aspects of health vis-a-vis preventiv 
promotive health by the Department of Health (GoK). As observed most of Dist 
Health Officers are clinicians without any training in public health. There is sev 


mismatch of specialists to their place of posting. Senior specialists are still servinc 
Pris. 


4.25 Further the public health staff at the Taluk hospitals and District hospitals do 
Nave separate infrastructure for conducting their activities. There is a lot of reliance 
the medical wing personnel for implementation of public health programs. This results 
overload of activities/responsibilities on the medical wing personnel further leadinc 
dilution of role either on Public health or on clinical due to lack of time. There is @ 


lack of managerial and administrative Capabilities of Senior Personnel of the Dept fr 


Taluk level onwards 
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4.26 Around 1976, during the emergence 


Of public health in the DHFW, the promotion 
opportunities for the P 


ublic Health qualified personnel rose tremendously with the result 


oF clinicarper=ennel higher on the seniority list positioned way below in the organisation 


structure. This was mainly due to the Mandatory requirement of Public Health 


qualification from the post of DHO onwards, i.e. role of DPH qualification as criterion for ’ 
promotion to DHO/JD/AD/DHS created imbalance. This being rectified in 1992, the 
growth opportunities became equal for both Public Health and clinical personnel. 

4, 7 Thus, in the district level the career Opportunities are equal for both Public Health — 
personne! as well as Clinical Personnel, However, going by the need of specialisation at 
the senior levels, the promotional path for a District Surgeon (DS) is limited to 3-4 posts 
at the JD level as against around 12 JDs posts for the DHO. 


66.8 GUTMGTITY TO. Certain functions 


4.28 it has been observed that the same function is assigned to more than one JD/AD 
leading to non-optimum utilization of resources and duplication of efforts. Especially 
while planning Externally Aided Projects (EAP), number of imbalances occurs in staff 
positioning, training, etc as the activity is in project mode and constraints in terms of 


availability of time exist. Certain examples are given below : 


e AD (HET) handles health training for the public while training for public as 
well as personnel of DHFW is also conducted by the RCH cell, IPP, KHSDP and 
SIHFW. 


e Research/Studies are organized by PRC, KHSDP, IPP VIII, and IPP IX 


ob POSMONG OF FUNncuoNns 


4.29 It has been observed that there is no streamlining of functions in terms of 
reporting hierarchy and departmental responsibility in the organisation structure of the 
DHFW. Thus while the planning, funding and review is done by certain section of 
personnel, another conducts the actual implementation with no reporting relationship 


detined between both sections. This will result in in-effective implementation of the 


various programs. Certain examples of the same are given below : 


. KHSDP as an EAP, created a position of AD (CMD) who is to cover all publi 
health activities for the state relating to communicable diseases. This AD pos 
reports to the Project Director (KHSDP) and is expected to work with se Staf 
of the Department of Health. In the DHFW structure, there is a JD (CMD) wht 
reports to the DHS and has no reporting defined to the AD (CMD), ti 
recently. Only recently a government order has been issued asking three Join 
Directors (CMD, Lab and M& F) to report to AD — CMD. Moreover there seem: 


to a lack of co-ordination between the AD(CMD) and DHS office. 


e Similar to the above, there is a AD (Medical) reporting to the Project Directo 
(KHSDP) while the JD Medical reports to the DHS office. Nearly all new post: 
created in the EAP (project mode of functioning) work in isolation from mair 
DHS, thereby creating duplication and confusion in the roles ane 


responsibilities. 


oe 8 Spor Has 


4.30 Discussions with a cross-section of personnel of DHFW revealed that there is ar 
overlapping of authority and lack of clarity in responsibility. E. g. the DHO being unde 
the District cadre, reports administratively to the CEO, Zilla Parishad, while functionall 
he reports to the DJD. Many were of the view that in this context of multiple line o 
command, the one through which the inputs for Confidential Report are taken is the 


most responsive one. Thus, the DJD, a department functionary, couldn’t contribute t 


the development of the respective district. 


sb Nab iag 


4.31 As per cadre policies, in certain cases, the post of administrative head is held by 
the senior most person in that office. E.g. the senior most Sr. Specialist holds the post o 
the District Surgeon (DS). As these posts are not promotion posts, the personnel holdin 


these olfices find it difficult to clfectively discharge their duties due to non-reporting -b 
other peer personnel. 


ei ave development mi ilorthern Gar, 
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4.52 Field visits to the istri 
d visits to the Gulbarga district health centres revealed a very low health care 


!cach and intrastructure for « rvices. It w¢ 
services. It was found that the situation was very grim when 


compared with national health standards 


4.53 The regional disparity between Northern Karnataka and other regions are 


outlined below: 


High number of vacancies due to non reporting of personnel deployed/posted 


e Abysmally low health care awareness amongst the public 
e Distance from directorate leading to ineffective governance 


* Low Morale amongst staff 


Poor health infrastructure including poor maintenance of existing infrastructure 
(building, Equipment etc.) 


vere td ARDC PPO CCIS 


4:34 The externally aided projects function distinctly from the DHS office despite 
having the same objectives and operating mechanisms. E.g. the KHSDP was initiated to 
design and implement various health programmes in co-ordination with the DHS office 
ta improve secondary level health care. However, the KHSDP is considered to be a 
separate entity with minimal/no co-ordination with the DHS Office, thereby resulting in 
similar activities being conducted parallely by the DHFW and under utilization of various 


finds at the disposal of KHSDP. 


435 According to the planning of different Externally Aided Projects, majority of EAPs 
come to a end of their stipulated period of working while creating a number of new 
additional posts as dictated by the project modalities. This gives a challenge of 


repositioning of the personnel at appropriate levels/positions in the hierarchy at the end 


of the project. 


=F 
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The DJD is the overall in-charge of the divisions under him and have the 


s of technical guidance and inspection of im 
it has been observed that the DJD functions mainly as « 


4.50 
plementation of various nationa 


function 
ne schemes. However, 


program 
- between the district and the headquarters and performs the functions 0 


co-ordinato 


collating information from the various offices under him and submitting the same to th 


DHS. The DJD does not exercise any administrative or functional powers leading to thi 


redundancy of the post in the overall functioning of the DHFW 


re 4 


ay oF certain posts 
4.37. The original organisation structure has been modified by creation of new post 
based on requirements for a specific activity. However, due to lack of clearly define 
roles and reporting relationships, lack of proper authorities and non-cooperation frot 
other members in the system, these personnel holding these posts cannot functic 
effectively, leading to their redundancy e.g. Director - Training. In addition, posts suc 
as Officer on Special Duty (OSD) are created from time to time for specif 


projects/activities. 
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1.38 Currently, the various duties of the staff in the lower level of hierarchy, a 
defined at a program level. E.g. Lab Technician-Malaria, Lab Technician- TB etc. Tf 
lack of integration of functions often leads to under-utilisation of personnel as giv 


below : 
e Overload on a certain function while under utilisation of the other personnel 


e Lab technicians not interested in doing duties assigned to them, due to higf 


learning opportunities in other functions. E.g. Lab Technician of TB prefer 


do malaria related activities 


Similarly the ANM’s are overloaded and the male health worker underutilize 
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4.39  ZP being the administrative authority at the district level has a vital role to play in 


delivery of health care in the district. Various personnel in the DHFWS were of the view 
that there exists a misuse of financial and administrative powers by the ZP. This has led 
to a de-motivation in the department. The various forms of abuse of 


power indicated by 
the personnel are : 


Use of Public Health Care facilities for other purposes or for personal work 


¢ Use of Force/pressure tactics to achieve their needs. E.07 
4 


- 


In the event vehicles reserved for public health are not provided to ZP for 
other use, the personnel are threatened with cuts on vehicle allowance. 


- Delay in payment of salaries 
¢ The ZP has powers to post personnel of the ' at the 
district level. However, quite often, such personnel have been posted by the 


ZP against non-sanctioned posts into the health department. 


¢ Procedural delays such as pending electricity bills, delay in maintenance of 


equipment and buildings etc. 


4.40 Further to the above, the personnel of the DHFWS fee! that health programmes 
are not a priority for the ZP as the ZP personnel do not appreciate the criticality of 
successful implementation of proposed national/state health programmes. The ZP 
regularly insists on the DHO and other staff of the DHFWS to be present for all meetings 
being conducted by them, irrespective of the connection of these meetings to health. 
These meetings are often of the nature of absenteeism, administration etc., This results 


ny lack of time for personnel of DHFWS to conduct their basic duties of health care 


thereby providing scope for productivity reduction. 


441 There is a lack of morale amongst the personnel of DHFWS at the district level 


thee to the authoritative attitude of ZP and the misuse of power. It has been brought to 
ane notice that very often the interference of ZP in the day-day functioning of the DHO 


and their support to the lower cadres of personnel, result in ineffective use of such staff 


Ih’ the DHO for implementation of health related programs, 
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sa Discussions with various personnel in the DHFWS have brought out a need for 
; ze definition of Job roles at each level. Certain lacunae identified in the current systerr 
cle 


are % 


The role demarcation of Strategic Planning Cell (SPC) vis-a-vis JD (H&P) ir 


DHS needs to be clearly reviewed in depth and outlined 


e The present SPC at KHSDP has not been able to deliver the objectives’ fo! 
which it was set up through KHSDP | 


«> Lack or program orientation in officers 


_e Specialists of District Hospitals attached with medical colleges are giver 


minimal / no responsibility or authority such as : 


- No additional units/beds provided for their clinical work 
- Only MLC cases and casualty are given to specialists 


- Despite senior DHFW doctors in premises, casualty is referred to th 
Orthopedic units , PG and Junior residents 


* Senior personnel are not involved in strategy and planning. E.g. : 


- DHO/DS not involved in technical micro planning of District Healt! 
programs or hospitals, current role being administration driven 


- Role of senior personnel currently reduced to transfer of correspondenc 
or provision of data 


- No analysis of information conducted even at certain JD levels on dat 
collated 


SSrberits oi Lie structure 


4.43 Key demerits observed in the existing structure are summarized below: 


- Very wide span of control for DHS / commissioncr, Lo the extent of handlin 


the national and state health programs directly 


. 4 


period, thus providing more Promotional avenues for personnel with DPH 


qualification 


Improper division of functions to Public Health specialisation people and the 


clinical people has lead to skewed promotional avenues. 


Subsequently, after having brought both Public Health (both preventive & 
promotive) and Medical (curative / Clinical) into the same stream, the 
importance for public health has taken a back seat. 
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- 


The reliance on clinical personnel on Carrying out the public health programs 


leading to dilution of both clinical and public health activities 


Improper coordination among the main department and the EAPs, leading to 


duplication of certain activities, 


Dual reporting at which the administrative reporting has taken more 


importance 


Reporting to peer groups for lack of promotional posts at certain levels in the 


hierarchy leading to lack of authority in such posts. 
Neglected North Karnataka region 

Redundant DJD position 

Lack of Health directed leadership from ZP 


Imperative need for clearly defined job roles at all levels 


5. Recommendations on Organisation Structure 


ed Organisation Structure 
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proposed organisation structure has been designed in line with the following 


54 sig. be 
principles : 


e Equal emphasis for both Public Health as well as Clinical from the District level 


onwards 


Optimum utilization of all resources across the DHFW 

* High priority on Rural health development 

» Health MIS and Planning is significant for the functioning of the department 
e Role clarity and well defined Job Responsibilities/Key Result Areas 

e A Bureaucratic structure 

e A Professional Domination 

e Accountability to public 


e Equity of treatment 


QUALITY HEALTH CARE DELIVERY SYSTEM WITH EQUITY 


The Pepartment of Health and Family Welfare is committed to act as a catalyst f 


progress that will result in healthier people in a healthful environment. 


The department will incorporate strategic management to implement a core set of valu 
that are integral to public health. We will translate science and technology into action 


safeguard the public’s health. We will apply innovative, sound, and reasonable solutic 


to traditional public health challenges and emerging issues. At the same time. we wil 


retain that, which is good with public health in the state. We will expand knowledge 


through epidemiology and applied research on health and environmental issues. 


The department recognizes its tie with other health and human service agencies to 


FesPOneApemeral, National, stateahdelocalpublic health concerns. We will forge 


alliances with public and private sectors to ensure that timely, cost-effective, public 
/ 


health interventions are planned and implemented. We will strengthen our commitment 
to collaborate with other departments. 


Our employees are ou¥ most valuable resources. We will provide an environment in 
which our employees strive for excellence, display initiative, and demonstrate 
achievement. Our employees will continue to promote health; work to prevent diseases, 


disability, and premature death; and help to assure access to health care for all 


populations. 


This vision of the future is one in which the Department of Health & Family Welfare, 
communities, local health agencies, Special Institutions, and the private sector across the 
state cooperate to develop plans, programs, and resources. It guides our work to 
increase the span of healthy life, to reduce health disparities among different 


populations, and to assure access to preventive services for all. 


SreN STATERERNT 


The Department of Health & Family Welfare is dedicated to promoting health and 
wellness among people in Karnataka through planning, prevention, service, and 
education. DH&FW serves to help people attain the highest level of health possible. The 
DH&FW is a proactive leader and collaborator in assessment, policy development, and 


assurance, based on science, innovation, and efficiency. 


DH&EW affirms that health includes physical, mental, and social well-being, and is 


dependent on economic and environmental factors, access to health care, and individual 


responsibility and choice. Although the DH&FW primarily serves people within 


: ith the large! 
Karnataka’s geographic boundaries, we recognize Our interdependence Ww g 
Vall AdtLAaANnG = = \ 


world. 


To achieve our mission, the DH&FW supports : 
«Training and technical assistance 
Disease prevention and health education programs 


Epidemiology for surveillance and analysis of health data for intervention anc 


program evaluation 


e Development of policies and regulations to optimize health 


e Planning and evaluation 
e Staff recruitment and development to accomplish our mission, and 


¢ Collaboration with the public, local health departments, other governmente 


agencies, the scientific community, and special populations. 


The DH&FW is dedicated to quality service, innovation, respect for every individual 


affirmative action, personal integrity, trust, and high ethical standards. 


Quality care for all 
5.2 Good health is necessary to the well being of every individual and the society | 
dedicated, therefore, to providing care for all ages, regardless of race or creed an 


regardless of their circumstances and ability to pay. 


1 


Equity in health 
co. An atmosphere of equity in health is the stone to progress in the state with a 


members of society availing healthcare. 


Treatment of the whole person 
5.4 The patient is entitled to more than physical care, his worth as an individual an 


his spiritual well being are equally important and treatment must take into consideratic 


the whole person-his mental and emotional welfare as well a 


Ss his deep — seated spiritual 
needs. 
Emphasis in the Best 


5.5 The maximum advantages of modern medicine are possible only through 


comprehensive healthcare encompassing the best medical Staffs," working in close 
harmony with its hospitals; the most highly trained Personnel, the most advanced life- 
Saving equipment, the most up-to -date facilities and the widest possible range of 


SCrVICces. 


4 
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Consideration for Employees 


5.6 The loyalty and enthusiasm of its employees are among its most valuable assets 
and realising this, the Government seeks to provide fair compensation, excellent benefits 


and working conditions and a chance to advance in accordance with skills and ability. 


Stress on Training and Continuing Medical Education 
57 Training and Continuing Medical Educational programmes must be perpetuated 
and expanded to train health personnel for today and for the future, serving the best 


interests both of hospitals and the community 


Interest in research 
5.8 Research is essential for life and health in support of this belief, the Society 
maintains and furthers major research projects and constantly explores additional areas 


of interest in which to establish activities for the eventual betterment of others. 


Concern with Costs 
5.9 The patient comes above all and must receive the finest care at the lowest cost 


consistent with quality and equity. 


Responsibility to the Community 
> 10 Government hospitals must be responsible to its citizens, participating In 


activities, projects and organisations which strive to improve the quality of life wherever 


they exist. 


Cooperation with Others 


S511 The voluntary health system must be preserved and strengthened and 


consequently, the Government (Dept of Health & Family Welfare) devotes its best 
eque i 


energies to championing the cause of hospitals throughout the State and in joint 
Pere to avoid duplication and unnecessary expense so that community health needs 


may be met most effectively and efficiently. 


Belief in Excellence 
5.12. There should be a constant striving toward excellence and the Government (Dept 


of Health & Family Welfare) seeks to achieve this through dynamic management coupled 
with a sense of participation and responsibility by individual employees, aiming at the 


highest possible standards of performance in all endeavors. 


courts of Proposed Oraanisation Structure 


5.13 The key features of the proposed Organisation structure keeping into 


consideration the principals behind it are : 


¢ The proposed structure introduces two main cadres from the Taluk level 
namely, the Public Health Cadre and the Medical Cadre. This provides equal 


opportunity for promotion and growth for the clinical as well as public health 
specialists 


e A hierarchical structure has been defined at the senior levels facilitating focus 


on planning and strategic issues. 


e The proposed reporting structure incorporates program based hierarchy. The 
program officers at the district level to report to Zilla Parishad directly 
(administratively) and to have more financial authority and to report 


functionally (for technical inputs and coordination with others) to DHO and 
respective JD of the program. 


e Various positions are re-organised within the DHFW to facilitate streamlining 


of reporting relationships and functions 


e The proposed organisation structure has abolished the post of the DJD 


Opportunities are Provided in the Proposed structure for continuing service in 
rural areas without loss of Pay benefits 


There is a position created in the proposed structure ier specific thrust of 
health development in Northern Karnataka regions 


e The proposed structure recognizes the imperative need for a focused and 
dedicated approach towards training for personnel and has for this purpose 


divested the role to an autonomous training body (SIHFW). , 


- 


e The various externally aided Projects have been moved into the mainstream 
structure thereby converting them to the Program mode of implementation 
rather than project mode. This will facilitate high acceptance of the various 


programs across the DHS office and District offices 


sUGlSed Craanisation Structure 


5.14 The proposed organisation structure .is discussed in detail under the following 


heads : 
e District Structure 
e Divisional Structure 
e Directorate Structure 
1a) SEPERSEUIE 


5.15 The district structure will administratively be under the control of the ZP while 


functionally it will be under the DHFW. The recommendations on the district structure 


are given in the ensuing paragraphs. 


opportunities for the medical wing, 


Emphasizing the need for additional thrust to Public Health and equal promotion 


it is proposed to introduce two distinct cadres from 


the Taluk Level. This proposal is outlined below : 


The entry level for the medical officer in the Department of Health & Family 
Welfare is the post of Medical Officer (Primary Health Centre). The minimum 
requirement for this post is an MBBS degree. This is true for all candidates 


irrespective of whether they have postgraduate degree as added qualification. 


4 


The specialists will be categorized into two distinct cadres namely, 


Public Health constituting of personnel holding Post Graduate 
Degree/Diploma in 


> Public health 
- Community Medicine 
~ Health Management 


~ Any other equivalent programme as decided by the DHFW/MCI/ 
GOI/Health University 


Clinical specialists such as personnel holding Post Graduate 
Degree/Diploma in various clinical specialties such as 


- Opthamalogy / ENT 

~ Pediatrics 

» Obstretics and Gynecology 
» Intenal medicine 

- General surgery 


» Hospital Management 


r Any other equivalent programme as decided by the DHFW/MCI/ 
GOI/Health University 


For promotion to taluk level the following scenario will be applicable: 


However, the recruitment of specialists will be based on the needs of the 
department. 
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° For MBBS + PG Clinical specialisation) — allocation to medical cadre — 


minimum of 2 years of service at Primary Health Centre level to which growth 
will on the clinical side. 


¢ For MBBS + PG ( Public Health) — allocation to minimum three years of cadre 


service and subsequent growth will be on public health side. 


* The MBBS medical officers will have the following options : 


- Acquire Post Graduate Degree/Diploma qualification while in service at the’ 
PHC and follow the growth path of the specialists 


- Promotion avenues in the GDMO cadre upto the District Hospital 45 a 
Fearvily polyyeie ian 


- Continue service in the PHC as a Family Physician with time bound scale 
extensions/gazetted promotion that will be on par with their peers. 


Another future option in the coming years may be for MBBS graduates to directly take 
PG specialisation in Health or Hospital management only. A career planning and 
promotional avenue will be needed to be worked out by suitably modifying the C&R 


rules. These Doctors will be suitable for the managerial positions taluk level upwards. 


5.17. An appropriate structure in terms of numbers of specialists in each cadre will 
need to be designed by the DHFW. This should be done taking into consideration 
equality in growth pattern and promction opportunities across the cadres. (certain 
studies done internally to the organization like Halagi report may also be considered for 


any review in the system) 


5.18 Lateral entry for certain specialists posts such as Anesthetist, Pathologist, 
Radiologist, etc may be considered for lateral entry at Taluka / District Level, failing 
which a provision may be created for contractual positions. However these Specilaists 
will also need to fulfill probationary period of one year at Primary Health Centre for field 


experience. The cadre and recruitment rules will have to be suitably modified after 
seeking legal opinion on the same. 


+| 


519 The above proposal is depicted in Exhibit 5.1 


Exhibit 5.1 


5.20 Alternatively the DHFW could consider introduction of the above sub-cadres 


yee 
the PHC level, after determining the effectiveness of such a structure. a 


voi vipgnerare st the District leva 


5.21 Keeping in line with the above mentioned proposal, the proposed growth path 


medical personnel at the district level is depicted in Exhibit 5. 2 


Exhibit 5.2 
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5.22 The sub-centres will continue to have the existing structure with the Fem: 

Health Worker and the Male Health Worker carrying out the functions of registering t 
Cases Of pregnant women, administering immunisation dosage and attending to mir 
ailments and first aids and refer to PHC, the cases beyond their competence. The 


personnel will report to the Medical Officer at the respective PHC. 
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3.25 The PHC will have at least two Medical officers (incl. 


one lady medical officer) . 
with the senior Medical Officer being the 


administrative head. These medical officers will 
ave a team of one Pharmacist, a Block Health Educator, a Lab Technician and related 


support staff. All these staff report to the Administrative Medical Officer. 


h 


The Jungalwalla Committee report of mid seventies had suggested Public Health Officer 
at the PHC level in addition to a regular Medical Officer for public health work. This 
could be implemented with the Task Force of Govt. giving serious thought to this 


suggestion of clinical / public health cadre Starting from the PHC level itself and both the 
streams having their own seniority list. 


AMdK Mospitial 


5.24 As discussed in the earlier paragraphs, the distinction between Public Health and 
Medical is initiated at the Taluk level. Each of the two streams will have their own 
infrastructure and will draw upon the other’s resources in terms of consultation and 
expertise. Thus, the medical specialists will primarily be responsible for providing clinical 
care to the patients of the hospital and the public health specialists will be involved in 
implementation of the various health programs initiated by the DHFW. The common 
seniority list of PHC entry level will have to be reworked with 2 independent seniority 


lists of Medical Public health. 


5.25 In the medical wing, the specialists will look after curative work. A THC/CHC will 
be headed by the Administrative Medical Officer-CHC (AMO). -The post of the AMO will 
be a promotional post from the Senior Specialists post. Among the seniors of the AMO's 


of the Taluk, there will be a Taluk Medical Officer (promotional post) who will monitor 


and evaluate all the CHC’s and Taluk Hospital. 


5 26 The Taluk Public Health Officer (TPHO) will head the public health wing of Taluk 
and will have Public Health officers and program officers, assisting him to carry out 


various national and state national programmes. These are monitored by district 
C pe 


programme officers who in turn report to Zilla Parishad (ac dministratively) and DPHOs 


concerned JDs (functionally). 
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5. 27 The District hospital will conduct the functions of clinical service. The district 


hospital is headed by the District Hospital Medical Superintendent and is supported by 


the RMO, specialists and other staff. The district office will also have a post of the 
District Medical Officer (DMO) who will look after all medical hospitals ( CHC’s and 
TLH,DH ) in the district other than the district hospital. The DMO is a promotional post 
and he will be the senior-most specialist with managerial/ administrative qualificatiéns 
and experiences. This cadre is above the District Surgeon & necessary C & R rules will 
have to be framed. Similarly the DHO post will also be upgraded. The seniority-most 
programme Officer becomes the DHO. He must have additional managerial/ 


Admininistrative Qualifications & experience, necessary C&R rules to be framed. 


5.28 A detailed work motion study may be carried out for the DHO and indepth 
analysis to be carried out about his time utilisation. Based on this report a necessary GO 
in Consultation with the ZP authorities to be framed permitting the DHO to attend only 
the most important meetings. Programme Officers at District level to be given more 
autonomy (financial and administrative) with technical directions from the DHO. These 
officers should be accountable financially also for their respective programmes to the Z2P 
Presently only DHO operates all the financial matters. Suggest a joint account 0 
Programme Officer with another ZP official to use the programme funds effectively 


Details need to be worked out on the monitoring of these issues. 


Both the DHO and DMO will be responsible for an efficient surveillance system oO 


communicable diseases and referral systems respectively in their areas of operations 


The DHO and DMO will be trained in applying epidemiological skills for microleve 


planning to the dynamic and changing health scenario both at the public health | 
hospital lelvel. | 


5.29 Though the District Public Health Officer and District Medical Officer / Distrit 


Surgeon abe tade to belong to state cadre, iis observed that they Cannot cscape 1) 


niluence of Zilla Parishad for having to work in the same territory and for obvious 


easons to work closely for common mandate. But, in the present reporting standard, 


he DHO represents the DHFW in all the meetings of Zilla Parishad, including the ones 
ot about health programs. It is proposed that the DHO may not attend such programs 
nd the authority levels of district programme levels have to be enhanced to be 


ccountable to Zilla Parishad directly. 


.30 The proposed re-organisation of the district level structure is depicted in Exhibit 5 


4 “— ep pe el - 
‘isi iat Structure 


5.31 As discussed in the previous chapter, the DJD post has become redundant in light 
of transfer of all district level supervision to the ZP and is recommended to be abolished. 
It is proposed that the various district level officers under the DJD will report functionally 
to the respective Joint Directors and administratively will continue to ese to the 4) 


The proposed divisional structure is shown in Exhibit 5.4. 
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5 32 The Directorate of Health will be headed by Commissioner / Directorate Gener 
De | 


sf Health Services (DGHS), who will report to the Principal Secretary. The propose 


directorate structure is shown in Exhibit 5.5 


<a Becton General Of Heaith Services 


the main function of the Commissioner of Health and Family Welfare present 


moo 


filled by IAS Cadre Officer) to bring about better internal and inter-sector co-ordinatic 


and to achieve a greater degree of accountability in health services both in financial ar 
4 


administrative terms. The key activities of this post are : fa 
-e Monitoring, supervising and implementing all National and State health ar 


family welfare programmes in the State 


e Ensuring co-ordination among the various directorates and divisions witt 


the Health system and also with related departments 


It is proposed to rename the Commissioners Post to Director General of Health Servic 
- DGHS to be held by a Senior Technical Officer of the Dept who has risen from t 


ranks. Also this is a selection post 


5.34. The key qualifications for this post ( DGHS ) will be managerial, administrati 
and financial skills as well as health systems exposure. to carry out their functic 
cffectively. In the current DHFW, it is observed that there are hardly any hea 
personnel skilled in managerial/ administration and related areas. Moreover the exposi 
to government functioning is minimal. It is proposed that the senior personnel of 
DHFWS are given opportunities for attaining the requisite skills such that they meet. 
qualifications of this post. Till such time, it is proposed that the Commissioner (of 
cadre) continue to hold the post till such time a suitable technical person is available 
fill the post of DGHS. 
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The Commissioner/DGHS will have the following functional heads reporting to 


¢ Director — Medica] 

¢ Director — Public Health 

e Director — External Aided Projects 

¢ Director — Procurement and Maintenance 
¢ NGO Partnership Cell 

e AD - Planning 


e AD -— North Karnataka 


CAOs (Administration I & II, Finance and Surveillance) 


3.36 This division of work among the key functions of Commissioner / DGHS keeping 
in view the dynamic nature of the work and effective monitoring of the activities. The 


structure and functions of the office of each Director's office are discussed below: 


Sct Vs pMedical 
5.37 Continuing the proposal for two main cadres namely Public Health and Medical at 
the District level, it is proposed to have a similar structure at the Directorate. Thus, he 
key preventive, promotive and curative functions of the Directorate of Health are divided 
split among two directors, i.e. Director — Medical (for curative and clinical services) and 


Director — Public Health (Preventive and promotive services). 


Some h 
5.38 This will ensure equal commitment from the Directorate to the District for bot 
Dead i 
2 ataare ; oa or 
Public Health as well as Medical. Further, it will provide focused supervision in eac 


: eh eth ‘o be their 
the areas. It will also address the promotional opportunity to each cadre to 
ec noclols 


respective Directors 
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539 This functionary heads the clinical and curative services of the Directorate @ 


Health. The Director — Medical is reported to by two ADs, namely, AD — Medical and Al 


— NCD, 


5'40 AD-Medical : The AD- Medical currently exists in the KHSDP and due to need fo 
integration between externally aided projects and the DHFWS, it has been brought unde 
Director - Medical. The AD — Medical will look after the Hospital and Hospite 
management aspects in the Directorate. He will ensure that a proper referre 
mechanism is in place in the state to ensure speedy treatment at various levets 0 


hos spital care. This post will be assisted by the following JDs: 
e JD-— Medical 
: e JD -— Hospital 

e JD -— Pharma 


5.41 The JD - Hospital is a new post created for focused supervision of hospital: 
under the DHFWS. The JD (GMS) has been re-named to JD (Pharma) with emphasis ot 
distribution of drugs and pharmaceuticals. The detailed reporting relationships and dutie 


and responsibilities of the above are provided in Volume II of this report. 


5.42 AD-NCD: To bring about greater emphasis and co-ordination in identificatior 
and treatment of Non- communicable diseases, it is proposed to have an AD post wh 
would look after non-communicable diseases likes Cancer, Opthalmology, Diabetes, etc 


In addition, it is proposed to have the following JD posts reporting to the AD-NCD : 


¢ Joint Director - Opthalmology 
e Joint Director — NCD (Cardiology and Diabetology) 
* Joint Director — Traumatology 


e Joint Director - Mental Health 


me JY 


¢ Joint Director - Oncology 


monitor the identification,curative, Preventive and promotive aspects of the NCD's. 


5.44 Taking into consideration the future requirements of Health care delivery, it is 


Proposed to have focussed attention in these areas. The various JDs will Primarily be 


responsible for the curative and research aspects of these specialisations. The detailed 


reporting relationships and duties and responsibilities of the above are provided in 
Volume IT of this report. 
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5.45 The Director —Public Health will be overall in-charge of the Public Health 
development in the State of Karnataka. He will utilize his resources for effective 


implementation of the various National and State level public health programmes. He will 


be assisted by the following ADs : 
e AD -RCH 
e AD -— Health Promotion 
e AD-CMD 
e AD -— Urban Health 
e AD -— Primary Health 


5.46 AD -RCH is an existing post and will continue to perform the current key 
functions. He will be assisted by the JD — RCH. 


5.47. . AD — Health Promotion: The current AD (HET) is renamed as AD — Health 
Promotion and will handle the functions of Information, Education and Communication 


(IEC) along with other health promotional activities. He will be assisted by the os 


i): 
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548 JD (IEC) currently is under AD (RCH). As the main function of the JD (IEC) relate 


- communication of health related programs to the public it Is: Proposed 10 re-locate Ta 


sost to be under AD - Health Promotion. Thus, bringing all health communication 


activities under a single head will facilitate higher level of integration and maximum 


utilization of resources. 


5.49 AD—CMDis re-located from the KHSDP and will supervise the activities of 


various national and state programs relating to vector borne diseases, |B, Leprosy as 


- 


well as the Vaccine Institute and the Laboratory. Each of the above functions are 
managed by the Joint Directors. He will be nodal officer for the State surveillance Unit, 


the detailed job description is in Vol II of the report. The JDs reporting to AD- CMD are : 
e JD -Vector Borne 
= TB 
eo Leprosy 
e JD -— Vaccine Institute 
eee = Labs 


5.50 The JD (Vector Borne) post is renamed from JD — Malaria & Filaria with the scope 


to incorporate additional vector borne diseases. 


Ds 51 AD — Urban Health: Hospital waste management and health of people in urban 
slums has currently been a neglected area. It is proposed to introduce a high level of 


interaction with the municipalities to bring about greater emphasis on hygienic conditions 


thereby improving the basic health of society. 


5.52 AD- Primary Health : The AD - Primary Health is the renamed position of AD — 
PHC. He will be assisted by JD - PH. He will be responsible for the functioning of the 


Primary Health Centres. Details of his role are given in Vol. II of the report. 


a4 
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The key role of this post will be to monitor the Dept. Of Health & Family Welfare 
activities at Bijapur, Raichur, Gulbarga, Belgaum, Bidar, Bagalkot, Bellary, Koppal 
districts. His office acts as a nodal office for all the activities of Dept. Of Health & Famply 
Welfare. He acts as a coordinator between different functionaries in the department and 
also liaison with the directorate on behalf of the districts mentioned. (detailed job 
description is given in Vol II of the report) 


pe Be anc 


5.55 The need for integration of planning at the Directorate Level necessitates a post 
of AD - Planning (reporting directly to Commissioner / DGHS). This post replaces the 
existing Strategic planning Cell and will take up the activities of long-term ,short-term 
and perspective planning for the department, with the inputs from different national and 
international agencies as well as the Management Information Systems (MIS) 
functionary of the department. He will monitor the changing epidemiological profile, the 
burden of disease, recommend cost effective measures to achieve best use of limited 
resources. Also carry out studies on a continuos basis and interpret , analyse trends 
initiate policy initiatives for reform and change. Will also review the annual plans, five 
year plans and MMR. Will edit the annual report of the department. He will be assisted 


by the following personnel : 
e JN -MIS 
e JD -—Research 


e JD -Planning 


55 


The JD —MIS will be the nodal point for all information relating to the DHFWS. He 


5.56 


will collate information from all medical, hospital and public health functionaries in the 


department and interprets for any inferences or corrective actions. The bureau of health 


intelligence, demography cell and all statistical units in some divisions will function 


under the JD ( MIS ). 


5.57. The JD - Research, will organize studies and action research based projects on 


behalf of the department. 


5.58 The JD ( Planning ) will be the nodal Officer for preparation of.annual plans, five 


year plans and annual report of the department. Detailed JD’s are in volume II of the 


report. 
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5.59 The various operations of the Externally Aided Projects is proposed to be 
conducted in the main stream of the DHFWS. However, a need was felt to introduce é 
functionary reporting to the Commissioner/DGHFW to oversee the management of these 
projects and to handle any co-ordination with external agencies, if any. The Director - 


EAP will have the following key functions : 


¢ Monitor all the existing External Aided Projects, if needed by having different 
reporting authority for each. He stands the overall responsibility for the 


financial accountability of the Projects 


e Identify new areas of collaboration with other agencies and bring them tc 


reality. 


e Work in close association with mainline department in carrying forward the 


objectives of all External Aided Projects with a programme mode of approact 
rather than a project mode, 


a = vt ecurement and Maintenance 
5.60 In the current structure, the procurement and maintenance of various equipmen 


and civil works are distributed across the various departments. It is proposed t 


fare atti ‘ Woy Writicve: . 
ree Hhewe activities by creating a separate cell reporting to thi 


S 


° Superindent Engineer — Civil 
* Dy. Cheif Architect 


« DD 
¢ District Training Officers 


e Other training personne! involved in training in Health & Family Welfare 


throughout the state 


NGO participation in Health Care has become very essential at levels of Public 
Health Care and first referral. These need to be supported and encouraged with special 
focus esp. in the backward and remote region of the State. A number of NGO are 
registered with the Health Department under various schemes and various programmes. 
It is important that all NGO’s have a single source of interaction, coordination with the 
Health Department. It will also enable the Government to monitor and evaluate the 
activities of the various NGOs participating with the Health Department. —_ Hence it is 
suggested to have a NGO Partnership Cell as a single window in the department headed 
by preferably by a Advisor/ Consultant to coordinate the activities of this cell with the 


Commissioner/ DGHS to simplify procedures for grant in Aids avoiding delays. 


Se aay Weare Oe fe 


res, ST 


The key benefits of the proposed structure are outlined below : 


The structure is Programme based thereby leading to more accountability fc 


programme officers from Taluka level itself 


‘The split of DHFW functions into Public health and medical for bette 
monitoring and execution of duties and responsibilities, thus increasing th 


scope for accountability at each stage 
. . . . # 
e Equal promotional avenues for all medical professionals in the department 
e Scope to have seniority cum merit during promotions 


e Removal of divisional structure, leading to concentrating the activities < 


district level 


e Direct monitoring of all national and state programs from the directorat 
itself, thus paving way for better coordination among districts and with th 


directorate 
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5. Review of Existing Cadre 


54. The study involved determining the various cadre-related concerns as expressed 
by the personnel met during detailed discussions and offering suggestions for the same. 
In: addition the cadre and recruitment rules were reviewed in brief to determine 


ohformance to the proposed structure. This cadre review is presented under the 
following : 
e Introduction of sub-cadres 


e Promotion, Postings and related Policies 


Qualification and Training 


e Private Practice 


e Adherence to working hours 


ciiromuction of Sub-Cadres within Specialist cadre 


5.2 As proposed in the previous chapter, the DHFW has two distinct cadres namely 
Public health and Medical. One of the considerations taken into account was the 
introduction of sub-cadres for the various specialists under the medical cadre. The 


drawbacks of such a consideration are : 
-¢ Complex cadre management 
® Blocking of levels based on growth 
° Skewed requirement across specializations 


5.3 There is thus a need to determine senioritis and growth path for each sub-cadre 
ahd tts implementabilily and acceptance prior to introduction. In the interim it is 
suggested that the DHFW determine the number of posts under each specialization 
instead of introducing sub-cadres. Identify the need for specialists in the state and 
thereby send doctors to acquire postgraduate qualification in those specializations only. 


This will avoid mismatch of specialists to number of posts in the department 


60 


as @ ini 
reference for determining the number of posts at each specialist post. 


ubsequently, it was reworked recently. And known as Dr. Halagi report which is yet to 


be accepted by the Government for implementation. 


iPad, 


SOLtincs sid Related Policies 


aabocthe existing policies on Promotion, postings and related areas have been 


reviewed in light with the current issues faced by the various personnel and our 
Proposed organisation structure. 


eheadS 


5.6 It is the view of a cross section of personnel in the DHFW that very often postings 


though accepted by the candidate, are subsequently not filled up mainly due to: 


e State cadre recruitment leading to selection of urban candidates (specifically 


women candidates) who are unwilling to take up postings in rural areas 


e Unwillingness to withdraw from offer as they are sure of getting a posting of 


their choice 


57 This leads to a lot of posts being vacant for long duration’s thereby defeating the 


very objective of DHFW of continuous health care especially for the rural areas. 


5.8 Suggestions to the same were offered in terms of introduction of criteria of native - 
place/permanent residence of candidate in the merit determination specifically for 
postings for rural areas. However, this may lead to the higher merit candidates not 
getting opportunities in the place of their choice. It is suggested that a counseling form 


of posting the candidates (similar to the CET counseling) be introduced with the 


following measures : 


Mandatory rural posting for a minimum defined period in the initial years of 


service (e.g two years) 
6] 


Posting once accepted cannot be revoked except under extra-ordinar 


circumstances such as on medical or humanitarian grounds (which need to B 


clearly stated and proved)- any attempt to do the same to result in expulsio 


from service 


5.9.. Anmeve towards district recruitment for the district cadre was considered and th 
view was that this would lead to certain issues such as imbalance of posts required vis-c 
vig available candidates in the district and lesser opportunities for merit candidate 
resulting in the decision for central recruitment policy with counseling. DHFW will nee 


to review the legal implications for implementation of counseling mode of posting 
: 4 


et asad POSTING : 
5.10 The postings at the various CHC/Taluk Hospital and District hospital should 
done taking into consideration the various specialties at these centres and the 


requirements. 


5.11 Specialisations of the various candidates need to be considered during posting 
Currently for example Orthopedic specialists are posted at PHCs where there are r 
facilities to provide their specialists service in addition to the routine PHC activit 
Further, additional qualification attained by the candidates between application to servic 


and joining DHFW is recommended to be considered while posting. 


oe: The posting policies should also incorporate specialization based requirements | 
each health centre. E.g. currently there are surgeons posted in hospitals withor 


anesthetist, three ENT specialists in a one centre while there are no surgeons etc leadir 


to mis-match between requirements and postings. 


un orion / Transters 


5.13 Currently transfers are mostly promotion based, which is on the basis of seniorit 


It has been observed that very often the promotion/transfer mechanism is not effectiy 
due to the following factors : 


e Lack of rotational transfers 


¢ Non-conformance to transfer order 


* Consideration of Pending service Period prior to transfer 


Manpower planning details. 


ros GaTOTMGNCYe to Transfer Orders 


5.15 ° Transfer orders are not necessarily followed by the personnel. The personnel is 
given a choice to refuse transfer in lieu of losing his promotion. However it has indicated 
that personnel use references to get transfers of their choice. This leads to non-favored 


locations not being posted for long duration of time. 


3.16 It has been suggested by a cross section of personnel that specific measures 
need to be undertaken to control in-discipline regarding transfer orders. These measures 


include : 


¢ Recording use of any reference for transfer of choice, in the service book, 


which will be reflected in the future career growth of the personnel 


e Delay in PG admission etc 


Poa cration or vending Service Period 
517 The current policy of minimum period at a post is in the range of 6-7 years 
sitg to a personnel to have at least 17 years of experience prior to the post of a 
Beto: This policy has led to various personnel being promoted (especially at eae 
levels such as JD, AD etc) having around 6 months to one year of pending es 
ares. The roles of the senior posts being mainly in the form of strategy and planning, 


this period is not sufficient for effective implementation of plans. 


Cc 


5.i8 Considering the importance of prior field experience for the directorate posts, it is 


recommended that the promotion policy in terms of minimum period of service be re- 
looked to facilitate Senior Personnel being promoted to a post having at least two years 
of pending service. Alternatively, the personnel can be given the option of in-service 


promotion with requisite compensation benefits whereby he will continue to remain in his 
previous post. 

His ANC framing 
5.19 This section covers observations and suggestions on matters relating to 


qualification of personnel and the need for training. 


‘Galhication Related 
5.20 The qualification related matters discussed in the ensuing paragraphs are 


primarily of : 
e Post-Specific Qualifications 


e PG Course Selection 

eIcric OuNMiTCauon 
5.21 The proposed structure pre-requisites the need for post — specific qualifications 
for the various personnel manning these posts. The division of the department into 
Public Health and Medical wings necessitates the need for respective qualification. 
Further, for the function based posts such as JD (Optha) under the medical wing, 


specific specialization e.g. MD /MS (Optha) will need to be mandatory. 


9.22 The medical personnel of the DHFW are provided sponsorship for post graduate 
qualification after completion of three years of service. They are selected into the course 


on the basis of their seniority. The key concerns brought to our notice were : 


¢ Postgraduate subject selection is driven by the candidate preference instead 
of the DHFW requirements leading to mismatch of specialists’ vis-a-vis state 


needs. 
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Certain percentage of Candidates do not compete the course in the specified 


duration leading to on one hand blocking of seat of a more deserving 


candidate and on the other under-utilization of DHFW expenditure. 


| In order to maximize the benefits of postgraduate course sponsorship, it is 
2uggested that the DHFW consider a merit based s 


compared to a seniority based selection. The 


incorporate the following Standards, 


election into the Programme as 


Proposed selection procedure can 


Introduction of PG course selection examination similar to that held for the 
non-government students. However, it must be noted that the seats re¢erved 
for the government students will still remain the same. 


* The merit selection should also incorporate field and academic experience 
including the performance evaluation conducted through the Confidential 
Report (CR) procedure. 


* The subject selection should be on the basis of expected vacancies under 
each specialization in the DHFW. Candidates to be permitted to indicate 
preference, however admissions to PG programme to be done through the 
counseling process. Further, on non-acceptance by the candidate of the 
subject offered, the candidate will lose his chance of DHFW sponsorship 


unless he re-visits the selection procedure in any future period. 


5.24 In addition the DHFW may consider charging the candidates an appropriate 
penal fine (in lieu of expenditure incurred by the DHFW) on non-completion of course in 


the specified period due to in-discipline or failure in the examinations. 


5.25 Management / Administration training and induction programme for new entrants 
into the department is currently not a thrust area in the DHFW leading to lack of 
motivation and uncertainty of the various procedural issues. The average personnel has 


limited / poor programme management abilities of national health programs especially 
imite | 


that of public health and also poor administrative management of hospitals. This ha 


been observed across all categories of staff. 


5.26 As discussed in the previous chapter, specific thrust for training of DHF 
personnel is one of the key features in the proposed organisation structure. It j 


recommended that the training emphasis may begin with the following initiatives : 


e Administration training to be provided to all personnel holding administrativ 


posts such as head of PHC, TPHO,DPHO,TMO,DMO ctc 


e Short-term and extensive training programs to be conducted for awareness o 


all national health programs 


: e Clinical training in areas of specialization / job role requirements fo 


familiarizing with latest technology and clinical skills 


e The minimal knowledge of public health amongst the staff requisites trainin 


in public health to be at least of 6 — 10 weeks duration. 


A beginning in this direction has been made by KHSDP but these programmes need t 


be thoroughly evaluated and renewed. 


9.27 The private practice being conducted by the staff after duty hours is a routin 
matter for most of the doctor personnel of the DHFW. This issue has been much debate 
upon and a decision is yet to be arrived at on the same. Some of the suggestions give 


by Mr P Padmanabha, member — Task Force on Health is given below : 


e Though private practice is banned, certain medical personnel Carry on privat 
practice to the detriment of their official responsibilities 


¢ Factors affecting decision on permitting private practice are : 


- Need to ensure availability of medical services at all hours 
-  Essentiality of such services at the local level specifically in rural areas 


* Recommendations on private practice : 


- Permit MOs at the PHC CHC and Taluk 


Specify duty hours, Publicly announc 
hours to be strictly followed 


‘a levels to conduct private practice 


e them and attendance during these 


Ban private Practice at all other levels 


- Prohibition of associ 


ation of doctors as consultants t 
O private nursin 
homes : fee 


i, . ¥ 
5.28 Few of the reasons offered by the various doctors on the private Practice is that 


the Nnon-practicing allowance offered as part of compensation is in no way close to what 
the doctor would earn in Private practice. Banning private practice at senior levels 


without adequate compensation, would result jn movement of highly skilled practitioners 


to Private service. An appropriate mechanism should be designed by the DHFW whereby 
public service and doctor motivation will be at the acceptable level. 


5:29 While private practice after duty hours may seem acceptable taking into 
consideration factors outlined above, it has been observed that private practice is 
conducted even during duty hours. This may be in the form of accepting consultation 
fees from the patients visiting the DHFW’s health centres or conducting external private 


practice during official duty hours 


5:30 Control measures need to be adopted by the DHFW with regard to private 


practice, especially during duty hours through stringent disciplinary actions. 
wo@ To Working Hours 


5.31 The working hours for the different health centres are given below : 


e PHC/CHC/Taluka 


- 8.00 a.m. to 12.00 p.m. 
=a su p.m. to 5.00: p.m. 
- At Taluk level Duty Doctor has night shift of 5.00 pm to 8.00 am 


e District Hospital 


= ay a.m. to 1.00 p.m. 
pe .in, to 4.00. p.m. 


a=. pirectorate 


- 10.30 a.m. to 5.30 p.m. (General Shift) 
- Lunch break: 1.30 p.m. to 2.00 p.m. 


io a ar . 
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quarters, they may not be available during emergencies. Moreover, in health centres 


5.32 It has been brought to our notice that as certain medical staff do not stay in th 


situated around urban centres, the working hours are not necessarily adhered to as the 


staff spend a lot of time on travelling to work. 


i al elie ta Pore 5 me 


Os 


6. Re-alignment of Staffing Pattern 


The study of review of Organisation structure involyed 


identifying any concerns 
addressed by personnel on the staffing pattern and any re-align 


ment of the same arising 


out of the proposed organisation structure. A detailed study is being conducted by 


CESCON wherein the terms of reference are to determine Manpower Planning 


requirements . 


6.2 As the above study is a detailed manpower planning exercise, it was suggested to _ 


us that we limit the staffing pattern to the top management structure. 
Ps 
ek UI IIIS 
6.2 Key concerns addressed by various personnel on the staffing pattern are given in 


the ensuing paragraphs. 


6.4 Sanctioned manpower is defined for each section/function within the department. 
However, it has been brought to our notice that in most departments, quite a few of the 
sanctioned posts are vacant. These could be due to various reasons such as transfer 


posts not taken up by the personnel etc., 


- 


Past tort hirrigs 


6.5 There is an indicated shortage of staff nurses at the District Hospital visited. 
Nurses forming a critical part of para-medical staff, shortage of the same will lead to 


lesser assistance to medical staff in their functioning. 


soot ANM (Fomale Health Assistant 


ray? 


6 Gj The training for future batches for the ANM post has been stopped leading to an 


expected shortage of ANMs at a later point of time. 


ch or requirements vis-a-vis personnel 
| 6 : As covered in the previous chapters, the staff assigned to various health centres 
ie ; ializati res. 
do not necessarily meet the professional/specialization requirements at these cent 
o no 


There is a need to implement facilities based posting. 
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6.8. It has been observed that there is an unequal distribution of staff especially in 
the group D category across the health centres. It has been observed that contracting 
out services for non-clinical work of hospital, especially hospital hygiene and cleanliness 
has been successful under KHSDP. This will definitely reduce the burden of the state of 


maintaining these hospitals through Group D. 


6.9 Further, as indicated earlier, in a single hospital there are 3 ENT specialists while 


none at another. 
7 
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6.10 The current utilization of staff is found to be skewed or under-utilized. E.g. 


Over utilization of Female Health Assistant 

Under utilization of Male Health Assistant 

Lab assistants posted at PHC, etc without requisite material to conduct their work 
Non-availability of Allocated Staff | 
6.11 In certain situations, the allocated staff for a department is assigned other duties 
leading to non-availability of the staff for the concerned department's activities. E.g. In 


the HET cell, certain staff are utilized by the CAO as a result of which HET activities are 


under staffed. 


vif Senior level scatfing Patrern 


6.12 On the basis of the proposed Organisation structure, the Senior Level Staffing 


pattern is given below : 


« DGHS/Commissioner 1 no. 
e Director : 4 nos 
e Additional Directors a 10 


e Joint Directors 20 


=—_— 


7. Need of Procedure Review 


¢ Planning and Budgeting 
e Drug Procurement and Disbursal Process 
e Register/Record maintenance 


* Management Information Systems 


Jenna and Budaeting 

7d Planning for the various national and state level health programs and_ their 
distribution across the entire network of the DHFW is one of the key activities of the 
DHFW. Planning and budgeting are critical to the overall success of implementation due 
to the vastness and complexity of these Programs. However, it has been observed that 


the planning and budgeting exercise is conducted in a mundane manner as highlighted 


below : 
* There is no scientific need based process e.g. Epidemiological basis, morbidity 
pattern etc., utilized for planning and budgeting 
¢ The budgeting exercise is conducted in the form of re-allotment of figures 
based on expenditure pattern 
e Further, budgeting for programs are ad-hoc with no consultation from 
program officers. More often, the budgeting is seen as a directive from a 
department rather than a consultative form. 
7.3 As reiterated in the previous paragraphs, planning and budgeting being critical 


functions, for efficient implementation of various programs a scientific based approach to 


4 
/ 


sanning needs to be considered. Thereby, it is imperative that a detailed study be 


-onducted to suggest an effective planning and budgeting mechanisms and procedures. 
C 


“open ana pistribution 


Drugs at the health centres of DHFW are received from the following sources : 


44 


Sh (pO . 60 % 
\e GMS 40 % 


7.5. The various concerns raised by the DHFW personnel with regard to Drug 


procurement and Disbursal are : 


e Planning and processing of drugs are not need based leading to shortage of 


certain supplies in case of emergencies 


« Though funds are provided for ASV for procurement of emergency drugs, 


these funds are unavailable for utilization 


* Complaints have been received regarding high pilferage of drugs through the 
entire supply chain i.e. from the GMS store to the PHC via the DHS 


e Delays in supply or non-supply of essential drugs have led to the various 
centres to claim the cost from the patients. Normally the drugs 


are sufficient only for one month. This in effect defeats the 


very objective of Public Care. 


7.6 A detailed procedure review on the drug procurement and disbursal cycle will 
determine the gaps in the process that subsequently lead to delay in receipt of supplies. 


The procedure review will also provide recommendations on internal control policies and 


procedures. 


Moises: aecord Maintenance 
fe) Detailed registers have been prescribed for recording implementation details of 
the National Health Programmes. However, it has been observed that there exists a 
certain delay In register updation and information flow. More often there is a short 
“Uap yp aly ol Pepi Let te 6 ree ert Ue ECs, leading to the ANMs procuring Uhrera at thre 


te 


cost. Though the cost Incurred is subsequently reimbursable, the entire procedure 


Causes UClay and imconventence ty tic ANMs, 


Eo a ae a 


Site ement information S 
7.8 


stems (MIS) 


The MIS exists to the extent of collating information from all sub-ordinate levels 


and the submission of the same to the Superior. Currently, no analysis is conducted on 


the data available, at any level in the DHFW with the exception of the senior-most levels. 


It has been observed that even at the DJD and JD levels, the role of the personnel is 
restricted to collation of data. 


of 
7.9 Strategic planning being a thrust area for decisions on National Health Programs,’ 


it is imperative to have an effective MIS system that will provide information support for 
decision making. There is thus a need to conduct a detailed process review to determine 
information needs at each level. 


8 Recommendations & Conclusion 


in t ‘evious 
This section provides a summMary of the issues discussed about in the previous 
8.1 is 


hapters. The recommendations are provided keeping in view the following points: 
chapters. 


Increase the efforts on preventive and promotive health 


Increase the promotional avenues for the personnel (preferably doctors) in 


the department and thus increase their morale 


« Making the personnel accountable for the success of the department by 


enlisting the key accountability areas 
e Better implementation of the projects planned and in the future 


e More thrust for training the personnel and thus equip them with 


contemporary technical and managerial skills 


8.2 The recommendations (possible solutions) for the above issues are devised after 
thorough discussions with the members of task force, office bearers of the Karnataka 
Medical Officers Association, doctors in the department and others, directly involved in 
the department. The key recommendations and conclusions about the reorganization of 


the Department of Health & Family Welfare are enlisted below: 


Tomes Sg Igoe 
8.3. Commissioner/ Director General of Health Services (DGHS): He reports to 


the Principal Secretary. Three options were considered with relation to this position in 


the department: they are: 


° Continue the occupancy of a senior IAS officer in this position for the Hie 


till an alternative is achieved. 


* Place a doctor who rises from the ranks in the department and has the 
functional knowledge of Public Health and Medical along with good project 
management and administrative management skills. Then, this post may be 


renamed as Director General of Health Services. Until a person with ulmost 


id 


caliber withi : 
N the department. is identified, an IAS functionary may only 
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instituted, j | | 
ed, it must be the regular exercise of the government to groom his/her | 


successor to occupy the senior 
Py ©CMlor Most position next. The continual Change trom 


D 
GHS to the IAS officer May only effect the morale of the cogent people , 
and thus the functioning of the department. 


Create a contractual position at the top who can be called the Chief Executive 
(Health) and specify the qualifications background and experience for the 
person. He should have extraordinary leadership abilities, manageriat” 
Capabilities, capacity for strategic thinking and planning, skills for change 
Management and enhanced communication. The key result accountability 
areas can be specified. The profile of the person to occupy this position 
should really be of greatest standards since the operations include mammoth | 
size and the acceptability of the person from outside the system is also - 
difficult. | 


¢ Creation of an advisory board consisting of eminent health and administrative : 
professionals who will be the monitoring and evaluation body for the 7 
department and also advice on strategic planning with future perspectives for : 
the department. The DGHS will report to this advisory Board at regular : 


intervals. 


‘Om orare Striccurec: 


8.4 The activities of the directorate are basically divided into two streams of Medical 


and Public Health. 


8.5 Medical functionary looks after the hospital administration in the state, which : 


includes even the Non Communicable Diseases. All the specialist cadre personne report | 


to the head of this functionary (Director — Medical) 


8.6 Public Health functionary looks after the preventive and promotive health of the : 


people of the state. This includes the Primary Health Centres, the RCH Communicable | 


Diseases, the IEC and the Urban Health components. 


hought to qive MIOLe empl iasin TO fhe progranys amb oblher ae livilies ta thre 
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I}. Karnataka region Fol ell Tic Cox gs 


seven districts are identified in that region to give more emphasis on and a position has 
She. VS 


been proposed (Additional Director) to Coordinate and) monitor the activities in that 


region. 


8.8 Emphasis was also proposcd to be given to the present nascent area of future 


planning and research activities. An Additional Director post is proposed to head the 


functions of Planning, Research and MIS activities 


e.9 It was. observed that there was lack of coordination between. different External 
Aided Projects and different functionaries in the department. For this reason, it is being 
proposed to introduce a directoral Ievel person to head and monitor all the External 


Aided Projects in the state (Director — EAP). 


8.10 For better coordination between the numerous NGOs working hand-in-hand with 
various functionaries of Department of Health and Family Welfare, a special cell for NGO 
participation and coordination is proposed to be head by a directoral level person 


(Director — NGO participation). 


Q ; é a 
8.11 It is also proposed that a special wing be created to form the procurement and 
maintenance cell to manage the activities of equipment, machinery and civil works of the 


department. 


eure et Soaniiv Welfare and Tati petri it 
8.12 This Institute founded under the project IPP — IX for training the required 
personnel in the department is proposed to play a rae) role in their development, 
Keeping in view the dynamic nature of the circumstances. the personnel ‘af the 
department are required to work and the pace of decision making, it is proposed to have 
an autonomous institute as SIHFW. | : 


| = Rak ee, 3 ‘ 
8.13 The new organization set-up of SIHFW will be head by Director who reports 


functionally to Principal secretary — Health will be assisted by: 


~~ IE 


«DB 
¢ District Training Officer 


* Other training personnel Involved in training in He 


throughout the state 


alth & Family Welfare 


8.14 It is proposed that hitherto training function of Health Education and Training 


(HET) functionary of the Department be shifted to SIHFW. All the personnel involved in 
training would be a functionary of SIHFW. 


8.15. It is proposed that.all the functionary heads in the department and the office of 


AD — Planning submit the training areas required for the personnel working in their 
section to SIHFW. SIHFW in turn prepares the modules of training to be conducted for 
different personnel in the department. The structure of SIHFW may be designed such 


that the following processes can be handled smoothly: 


*« Receive requisition for training areas from different functional and sectional 
heads (efforts should be made towards self-appraisal of the people In the 
department and the areas identified during that process too can be forwarded 
to SIHFW). Most of the times, clarifications are sought from the reporting 
authority about the training area specified. The individuals may also be 
counseled to fill any gaps during the training need identification process 
within each functionary. Directions should also be taken from the office of DD 
- Training, reporting to JD — Planning since he is responsible to identify the 
process of linking the organization's long-term and short-term goals to the 
individuals development, identify career planning processes for the 
department people, recommend the format and module for onentation 


programme for new-recruits and any refresher courses for doctors and others 


from time to time. 


: ; c . ( aa hema ti 12 ie ihe 
Analyse the inputs from different sources and cluster them so as to offer tl 
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programme in easy modules at different places castly 
: . : 


Train the internal training staff (TOT) to enable them to conduct programs 


more effectively 


Prepare the external trainers’ list and their competencies in different arcas 
related to Health Management, Hospital management, programme 


management, logistics management, etc. 


Inform the respective persons and their respective reporting authority about 
the training programme identified for them and the planned period (including : 
the dates). This should happen to enable the proposed trainee and the 4 4 


_relieving authority to plan better so that the general public is not at loss any 


time 


e Coordinate the training programme at the place determined.: Other 
administrative matters like providing the accommodation for outstation 
candidates, providing good facilities if a residential programme is planned, etc 


should also be taken care of. 


¢ Inform the trainers about the expectations from them should also be done 


much prior to the programme. 


* Have a feedback mechanism on the quality of inputs provided, for effective 
monitoring and plan for any improvements. 3 


8/16 Apart from the above, the new organization set-up should also take care of three 


lier training system for better reach to the people in the department. This includes: 
« State level 
e Regional level 
e District level 


) ig : eae 
%.17 The district level system should teach Lo the taluka level and the PHC level 


including the doctors, nurses, pharmacists, health workers and the ANMs. 


8.1 i : 
S_ The changing systems impel the SIHFW to conduct courses in the areas 


of Medical audit and Internal audit too apart from other courses, These areas 


provide es in the accountability of the people in the system 
sustenance. 


and thus its 


8.19 The financial sustenance of the department can be derived by differemt means 


Allot specific budget for this autonomous institution depending on the number 
of training programs to be conducted and the number of people : to be 


covered in the department, the number of trainers required, the infrastiucture 
to be acquired, etc 


¢ Training fees can be charged for the training programs even for the 
Department of Health and Family Welfare, Government of Karnataka and 


raise the bill for each programme planned/announced/concluded 


* Open the facilities of SIHFW for other institutions as well to train. their 


personnel as well 


8.20 Whatever maybe the structure and status of SIHFW, more coordination is 
envisaged from different sections/functionaries in the department for effective utilization 
of its resources and realize its basic purpose of existence as a single nodal agency fol 


training. 


8.21 The morale of the department needs to be uplifted through impartial promotions 
postings, transfers, selection for PG Courses incentives etd. As merfttioned earlier the 


SIHFW should be the nodal a centre in capacity building of the health personnel at 


all levels. 


ANNEXURE 


Job Description Proforma 


JOB DESCRIPTION PROFORMA 


1 Personal Details 


1. Name 


find 


Department Desivnation 
Cirade Location 
aaa ; 
3. Experience : 


iInGOK- DHS - 


previous 


4. Qualification 


Il. Reporting Structure 


5. Name (s) and Designation (s) of person(s) you report to directly 


Admuinistratively 


l-unctionally 


6. Name (s) and Designation (s) of person(s) who report directly to you 


Adiministratively 


Functionally 


——t— 


Fotal number of employees supervised hy vou Directly and Indirectly 
f | ; A 
ClericaV/Admin . | Workers/datly rated | 


Staff staff etc. 


Management 


t 
‘ 
‘ 
i i 
' 
' 
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| 
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Hhcluaecthy 
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Hl. POSTTLON RESPONSIBILITY : 


8. List your main responsibilities in order of importance. Under each major responsibility, list the 
principal tasks performed and the time involvement, to the extent possible: ) 


| Responsibility Principal tasks Time involvement (%) 
{ 
| 
| 


SS) = 
‘ 
Se re eee | 
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No. of pati see y 
( of patients to be seen, no. of FP operations. no 


(‘ 7 . - . . . A) : 
). Quantitative indicators of work : : 
_ of Lab tests, no. of ANC cases ete.) 


% Contacts with external NGO agencies : Please give details on your contacts 


With external 
responsibilities. 


agencies in the course Of your tasks/ 


Organisation (Designation | Area of 


Nature of contact 
of contact) 


Frequency 
(ormal, oral ec.) 


interaction 


~ DECISION MAKING 


. Major decision areas you are responsible for, including, financial or spending authority 
(a) Where you have final authority for internal decision making as well as those 
pertaining to commitments given to outside parties 
(Not necessarily only financial authority) 


(b) Decisions taken without prior reference to Superiors 


(c) Where you make a recommendation and the decision is approved by Superiors. 


a » = eri ° 4 ‘ rc 
. What main decision do you delegate to your immediate subordinates’. 


Nature of decision Designation of subordinates 
ING c : 


: ‘ aN 
, risrveultnde our colleagues in other departinents ” 
What main decision are you formally consulted about by your colleag ae 


; i] Designation of colleague 
Nature of decision Presta navron OF COUCAgUC 


ee t—O 


¥. ACEO! INTABLLELY : 


14. Indicate factors you are accountable for. Please quantity to the extent possible 


VI. DOCUMENTATION 


5. Records/ Registers maintained : 


Title register/ record Purpose 


= » > . ve fi e 
sa pee ents! reports: What do you generate ? What reports flow to you (both routine and 
excepuonal )? 


Title of report/ Sent to / obtained Frequency |- Purpose 


| document from | | | 
| 


* 


2 KEY RESULY AREAS 


ir }>| NOP es eee 4 r k ) : 
by. Please list below the Key Result Areas Per 
Ls ‘ CAS : ’ 7. ‘ “« . ‘ “4% - ' F 
nicl ae : Performance parameters im your job, on the basis of 
Which your performance should be judeed. Please quangt 
Jee es Piease quantity to the extent possible; Kev Result 


Areas stonify the accountability: for tasks/ lesponstbilities performed by you. 


8. Working Hours : 


19. Working Conditions : 


NOL. MAIN SPECIFICATIONS 


20. Please list the areas in which specialist knowledge is required for effectively discharging your 


duties/ functions. 


21. List training needs & duration. 


22) Your views on Personnel policies such as postings, transfers. promotions, etc, 


23. List sugevestions to improve system. 


Sronature. 


